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ø³Õ³ù³óÇáõÃÛ³Ý Ï³Ù ÇÝùÝáõÃÛ³Ý ÷³ëï³ÃÕÃ»ñÇ ëï³óáõÙÁ

Ðñ³Ñ³Ý·Ý»ñ Ù³ñ½³ßñç³ÝÇ/DSH/FQHC ³ßË³ï³ÏÇóÝ»ñÇÝ. ¸ÇÙáñ¹Ç Ï³Ù Ýå³ëï³éáõÇ ù³Õ³ù³óÇáõÃÛ³Ý 
¢/Ï³Ù ÇÝùÝáõÃÛ³Ý ÷³ëï³ÃáõÕÃ(»ñ)Á ëï³Ý³Éáõ ¹»åùáõÙ ¸áõù å»ïù ¿ Éñ³óÝ»ù Ñ»ï¢Û³É Ó¢Á:

¸ÇÙáñ¹Ç Ï³Ù Ýå³ëï³éáõÇ ù³Õ³ù³óÇáõÃÛ³Ý/ÇÝùÝáõÃÛ³Ý ÷³ëï³ÃáõÕÃÁ.

 ÌÝÝ¹Û³Ý ³Ùë³ÃÇíÁ ¢ ï³ñÇÝ. 
 ²ÝáõÝ ØÇçÇÝ ³ÝáõÝ ²½·³ÝáõÝ

Ð³ëó»Ý. 
 öáÕáóÁ ø³Õ³ùÁ Ü³Ñ³Ý·Á öáëï³ÛÇÝ ÇÝ¹»ùëÁ

ÌÝáÕÇ ³ÝáõÝÁ, ºÃ» ¹ÇÙáñ¹Á Ï³Ù Ýå³ëï³éáõÝ »ñ»Ë³ ¿. 
 ²ÝáõÝ ØÇçÇÝ ³ÝáõÝ ²½·³ÝáõÝ

¸ÇÙáñ¹Ç Ï³Ù Ýå³ëï³éáõÇ BIC/CIN-Á. 

Üß»ù ù³Õ³ù³óÇáõÃÛ³Ý/ÇÝùÝáõÃÛ³Ý ÷³ëï³ÃáõÕÃÁ, 
áñÁ ¸áõù ï»ë³ù. 

ö³ëï³ÃáõÕÃÁ, áñÁ ¸áõù ï»ë³ù, Ñ³Ý¹Çë³ÝáõÙ ¿ 
(Ýß»ù Ñ»ï¢Û³ÉÇó Ù»ÏÁ).

 ´ÝûñÇÝ³Ï (áã ýáïáå³ï×»Ý Ï³Ù Ýáï³ñÇ ÏáÕÙÇó 
í³í»ñ³óí³Í å³ï×»Ý) 

 ä³ï×»Ý, áñÁ Ñ³í³ëï³·ñí³Í ¿ ÁÝÓ»éáÕ 
·áñÍ³Ï³ÉáõÃÛ³Ý ÏáÕÙÇó 

²Ûë ÷³ëï³ÃáõÕÃÁ ëï³ó»É »ù (Ýß»ù Ñ»ï¢Û³ÉÇó Ù»ÏÁ).
 öáëïáí 
 ²ÝÓ³Ùμ (¸ÇÙáñ¹Çó Ï³Ù Ýå³ëï³éáõÇó)

²ÝáõÝ ³½·³ÝáõÝÁ.
 ²ÝÓ³Ùμ (ËÝ³Ù³Ï³ÉÇó, ÉÇ³½áñí³Í 

Ý»ñÏ³Û³óáõóãÇó Ï³Ù ËÝ³ÙáÕ μ³ñ»Ï³ÙÇó)
(²ÝáõÝ ³½·³ÝáõÝÁ ¢ Ï³åÁª ¹ÇÙáñ¹Ç Ï³Ù 
Ýå³ëï³éáõÇ Ñ»ï)

Üß»ù ù³Õ³ù³óÇáõÃÛ³Ý/ÇÝùÝáõÃÛ³Ý ÷³ëï³ÃáõÕÃÁ, 
áñÁ ¸áõù ï»ë³ù. 

ö³ëï³ÃáõÕÃÁ, áñÁ ¸áõù ï»ë³ù, Ñ³Ý¹Çë³ÝáõÙ ¿ 
(Ýß»ù Ñ»ï¢Û³ÉÇó Ù»ÏÁ).

 ´ÝûñÇÝ³Ï (áã ýáïáå³ï×»Ý Ï³Ù Ýáï³ñÇ ÏáÕÙÇó 
í³í»ñ³óí³Í å³ï×»Ý) 

 ä³ï×»Ý, áñÁ Ñ³í³ëï³·ñí³Í ¿ ÁÝÓ»éáÕ 
·áñÍ³Ï³ÉáõÃÛ³Ý ÏáÕÙÇó 

²Ûë ÷³ëï³ÃáõÕÃÁ ëï³ó»É »ù (Ýß»ù Ñ»ï¢Û³ÉÇó Ù»ÏÁ).
 öáëïáí 
 ²ÝÓ³Ùμ (¸ÇÙáñ¹Çó Ï³Ù Ýå³ëï³éáõÇó)

²ÝáõÝ ³½·³ÝáõÝÁ.
 ²ÝÓ³Ùμ (ËÝ³Ù³Ï³ÉÇó, ÉÇ³½áñí³Í 

Ý»ñÏ³Û³óáõóãÇó Ï³Ù ËÝ³ÙáÕ μ³ñ»Ï³ÙÇó)
(²ÝáõÝ ³½·³ÝáõÝÁ ¢ Ï³åÁª ¹ÇÙáñ¹Ç Ï³Ù 
Ýå³ëï³éáõÇ Ñ»ï)

ä³ï×»Ý³Ñ³Ý»ù ¹ÇÙáñ¹Çó Ï³Ù Ýå³ëï³éáõÇó ëï³ó³Í ù³Õ³ù³óÇáõÃÛ³Ý ¢/Ï³Ù ÇÝùÝáõÃÛ³Ý ÷³ëï³ÃáõÕÃÁ, 
í»ñ³¹³ñÓñ»ù μÝûñÇÝ³Ï(Ý»ñ)Á ÷³ëï³ÃÕÃ»ñÁ Ý»ñÏ³Û³óÝáÕ ³ÝÓÇÝ ¢ Ýñ³Ý Ñ³ÝÓÝ»ù ëïáñ³·ñí³Í ëï³ó³Ï³Ý: 
ºñμ Çñ³í³ëáõÃÛ³Ý ³ßË³ï³ÏÇóÁ ëï³Ý³ ÷³ëï³ÃáõÕÃÁ, Ù³ñ½³ßñç³ÝÇ Ñ³ë³ñ³Ï³Ï³Ý Í³é³ÛáõÃÛáõÝÝ»ñÇ 
·ñ³ë»ÝÛ³ÏÁ ¹ÇÙáñ¹ÇÝ Ï³Ù Ýå³ëï³éáõÇÝ ÏÑ³ÛïÝÇ ³Ûë ëï³ó³Ï³ÝÇ Ù³ëÇÝ, »Ã» Ý»ñÏ³Û³óí³Í 
÷³ëï³ÃáõÕÃ(»ñ)Ý ÁÝ¹áõÝ»ÉÇ »Ý: DSH/FQHC-Ç ³ßË³ï³ÏÇóÝ»ñÁ å»ïù ¿ áõÕ³ñÏ»Ý ³Ûë ëï³ó³Ï³ÝÁ ¢ 
÷³ëï³ÃÕÃ(»ñ)Ç å³ï×»ÝÝ»ñÁ Ñ³Ù³å³ï³ëË³Ý Ù³ñ½³ßñç³ÝÇ Ñ³ë³ñ³Ï³Ï³Ý Í³é³ÛáõÃÛáõÝÝ»ñÇ ·ñ³ë»ÝÛ³Ï:

County/DSH/FQHC Staff reads and signs below.
I declare under penalty of perjury under the laws of the State of California that the information above is true and correct. 

  Date: 
Signature of County/DSH/FQHC Staff 

Name of County/DSH/FQHC Staff (print): 
 First Middle Last 

Information: 
 Name of agency County Telephone number E-mail

County fi lls out this box 

Case No:    Case Name: 


